MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 53-033029

DEPARTMENT OF PUBLIC HEALTH AND WELFARE

Registration Diatrict N vy fegistration District N iéa_ ;2 STATE FILE NUMBER
DO NOT WRITE egisiratton stric 0. nmary .gl! atian gt 0. Lo _Rwl!frlr‘l No. _. e ——— -

ON THIS STUB AMENDEOD

. PLACE OF DEATH 2. USUAL RESIDENCE (Whpro deceased livad. If institution: Residence before

a. COUNTY Ne;d‘iad/u_d . . : [ b COUNTYAL . admission)
ew Madrid
b. C(l)‘l: {If outside corporate limits, give TOWNSHIP only] Length of stay in 1b 3 Inside Limits
. OR . _
1own  Portageville po@taga}obf.e Yes ) No
. FULL NAME OF (If NOQT in hospital, give location) lasida Limits d. STREET {If cutside, give location} Reslde on Farm

HOSPITAL OR ADDRE
INSTTUTION. A Mome. . vef) No D 3 Yes O No D)

. NAME OF DECEASED . - Middle : Last 4, DATE Month Day Year

{Type or print} . U
o Parson DEATH ﬂ!!g!! 51 /5 196 3
s ﬁ;x 6. COLOR OR RACE 7. Morried®E)  Never Marrisd [] 0. DATE OF BIRTH | 9. AGE {laat birthday}) | IF UNDER 1 YEAR IF UNDER 24 HR

& i : Months | D G In.
L-O‘LOM Widowed [J Diverced [ II/IQ/.’SQ 67 onths ays HOOI’ITMH
H0a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHFLACE (City and state or countty) | 12. CITIZEN OF WHAT COUNTRY

durik mast of warking life, sven if retired) . ’q . . u
M -h-"-a#MM ‘:S ﬂa
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME . 14. NAME OF HUSBAND OR WIFE

Unkrown Unknown Forence Paraon
15. WAS DECEASED EVER 'N U.S. ARMED FORCES? 16. SOCIAL SECORITY NC. | 17. INFORMANT Address

(Yes, no, or unknown)|[ (If give war or dates of servi 9&0 p p . .
e | zence Parson ortageville, Mo,
18. CAUSE OF DEATH (Enter only one cause per line Tor 2 INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: - ONSET AND EEAT;
IMMEDIATE CAUSE (a) W

Conditians, if any,]  DUE TO (&) mm MM-A;‘M_@ 3 %Mo

which gave rise to
above cause (a),
stating the under-
lying cause last. DUE TO (s)

PARTY |1, OTHER SIGNIFICANT CDNDI'IIONS CONTRIBUTING TO DEATH but not related to the terminal PART HI, if deceased was female wa
)

B disease condition given in PART |} (s there a prognency in last 90 days.
Sluens M‘;: 8“7‘%.&4\. [Oves [ @no | O viknown
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE HDh‘\:llCIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Efg% nanM of injury in PART | or PART Il of item 18.)
o g - o

V§ 300
Rev. 4/59

‘9724

DATE AMENDED

DOCUMENT

PERFQRMED?
YES O NO . ' c ' -
20¢c. T'I‘IME OF Hou Month, Day, Year

INJURY a.m.
p.m,

20d |mun;r OCCURRED —1 25e. PLACE OF INJURY {s.q_, in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK [] farm, factory, swraat, office bldg.; erc.)
NOT WHILE AT WORK O

- - g - : f i _
.21. | attended the deceased ﬁnw, _{#_L—‘nd fast ““’ﬁr’n a.Iive on 7‘,/,;?@3:_ w

8 ’ qf ﬂ' M __m on’ the date stated sbove, and to the best of my kn_owlo'dge, from the causes stated.

(Degree title) 27b. gA 51G| ED
. - W .
23b. DATE 23c. NAME OF CEMETERY OR CREMATORY : TION (C:ry, fown, or county) (Siate) !
/J
[¢]

o - oN
= m’“’"“” 8/17/1963 Po W*L&* @ fliadonrd

" Selisle unenal Hone Portageville, o %7 7/3 ,%ZZ],&MC /

(Li Embal t-on Reverse Sldﬂ)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred at.
£

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




“STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on tha reverse side of this certificate was embalmed by me,

or by

‘working vnder my personal super'vision..

Student Etﬁbolmer No.

Student,

Signature of Student Embalmer

- - . 1

Note: The above MUST BE SIGNED BY THE LICENSED- EMBALMER in his OWN HANDW
with the above constitutes grounds for.revocation of license).
If embaimed by a STUDENT, he also shail sign in his OWN handwrmng-
" If this body is not embalimed, fact should be 50 stafed above. ’

1R

TING.

(Failure to comply




